For a number of reasons, among the substance abusers women comprise a unique clinical subpopulation. The social disadvantage and subordination of women on one hand and the rapid sociocultural and economic changes on the other, have significantly altered traditional structures and institutions within the society.\[[@ref1]\] The pattern and degree of psychiatric comorbidity is different in women as compared to men.\[[@ref2]\] Gender differences in the medical consequences of substance use have been highlighted,\[[@ref3]\] with the females reporting higher physical and psychological impairment with an accelerated progression of alcoholism labeled as 'telescoping'.\[[@ref4][@ref5][@ref6]\]

Data on women substance users in India are scarce. In their ethnographic report, Ganguly *et al*.,\[[@ref7]\] described female opium users in Rajasthan having been initiated into opium either by their husbands, or as medication for physical or mental ailments. Prevalence rates for substance use, abuse, and dependence have been remarkably lower among the women, with common substances of abuse being tobacco, followed by alcohol, opioids, and sedatives.\[[@ref8]\] Use of cannabis and tranquilizers was reported to be low among women. While the urban women had generally quite low rates for the use of substances, among manual labor women as in tea plantations and paddy fields, tobacco consumption was equal to that among men.\[[@ref9]\] Alcohol use disorders have been found to be less common in women as compared to men in the GENACIS study which studied a population of about 2,900 including about 1,500 females.\[[@ref10]\] A study with 18 alcohol dependent women reported that compared to the initiation into alcohol coming through peers for men, it was through family members for women.\[[@ref11]\] Also, compared to men, women became dependent on alcohol more rapidly, and had less of social and more of physical and psychiatric complications. A case-control study showed that children of women taking alcohol during pregnancy developed neurobehavioral disorder consistent with fetal alcohol syndrome.\[[@ref12]\] A Rapid Assessment Survey (RAS) carried out at nine deaddiction centers across India reported 8.9% subjects as women; majority of these women were single or divorced, and reported physical and psychological problems, domestic violence, and guilt of neglecting their children.\[[@ref13]\] Recent studies focusing on female sex workers from India have found substance use disorders in a large proportion and emphasized the need for treatment.\[[@ref14][@ref15]\]

A retrospective chart review of 35 women seeking treatment at our deaddiction center revealed the commonly abused substances as opioids, followed by alcohol, and tobacco and benzodiazepines, and that comorbid physical and psychiatric illnesses and impairments in multiple domains were common.\[[@ref16]\] Substance use disorders have been found to be fairly prevalent in women in the community when absolute numbers are considered.\[[@ref13]\] However, very few seek help from deaddiction services; at our center women patients constitute less than 1% of the service users.\[[@ref17]\] One of the reasons could be disadvantages faced by women in health service access.\[[@ref18]\]

As illustrated by this brief review of the literature, substance abuse leads to worse consequences in women. Hence, the importance of studying various aspects of substance abuse among women so as to evolve appropriate strategies to understand and manage the impact both from the individual as well as the gender perspective. In this context, the present research aimed to study the demographic and clinical characteristics of the women patients seeking treatment at a deaddiction center in northern India over a period of over 30 years.

MATERIALS AND METHODS {#sec1-1}
=====================

The study was conducted at the Drug Deaddiction and Treatment Center (DDTC) of the Department of Psychiatry at the Postgraduate Institute of Medical Education and Research (PGIMER), Chandigarh; a tertiary-care hospital in north India that caters to more than 40 million people. Most patients come by self or family referral, whereas others are referred from other hospitals or other departments of PGIMER. The services of the center include outpatient, inpatient, laboratory, aftercare, and liaison with other governmental and nongovernmental agencies, and self-help groups. These services are provided by a team of psychiatrists, social workers, nurses, psychologists, and other support workers.

The study covered women patients registered at the DDTC between September 1978 (when the Department of Psychiatry started a dedicated substance abuse outpatient service) and December 2011. The diagnosis of substance dependence was made by a consultant psychiatrist after direct interview with the patient and the relatives. The diagnoses were made according to International Classification of Diseases (ICD)-9/-10\[[@ref19][@ref20]\] before/after December 1992. Detailed evaluation was followed by management including detoxification, symptomatic treatment, treatment of associated medical and psychiatric conditions, and psychosocial counseling of patients and their families. Regular follow-ups were done by a psychiatrist, and if need be social workers, when patients' drug use profile, social, and occupational functioning, and physical and psychological problems were monitored and documented.

For all the 100 registered female subjects the available records were scanned and relevant information was retrieved according to a study specific predetermined coding plan. The information included sociodemographic profile, substance use pattern, physical and psychiatric comorbidities, impairment in different areas of functioning, and follow-up data. The clinical information was discerned from the recorded history, clinical evaluation, and follow-up notes.

An earlier publication\[[@ref16]\] from our center has reported data on 35 patients registered between 1978 and 2003. For the sake of reporting complete data over the almost entire period spanning the existence of the center (1978-2011) we decided to incorporate those 35 patients in our total sample. Thus, analysis and interpretation were redone over the total sample of 100 cases.

Measures {#sec2-1}
--------

### Sociodemographic profile proforma {#sec3-1}

A semistructured proforma was used to record age, marital status, educational years, occupation, family type, religion, and locality. Social support was measured on a 4-point scale measuring poor (no support system), minimal (support from only one source; family, network, or society), fair (support from two sources), or good social support (support from multiple sources).\[[@ref16]\]

### Clinical profile proforma {#sec3-2}

This included details of substances, duration of dependence, and physical and psychiatric comorbidity. The information about the physical and psychiatric comorbidity was inferred from the history, clinical, and laboratory evaluation and monitoring of the patient throughout the contact period.

### Impairment in various areas of functioning {#sec2-2}

Four levels of drug-related complications were operationalized which covered the seven areas of functioning such as health, occupation, finance, family, marital, legal, and social areas.\[[@ref21]\] The severity of complications at the first presentation (nil, mild, moderate, and severe) was extracted from the case records.

### Follow-up details {#sec3-3}

Abstinence, relapsed, or unchanged was considered as the primary outcome measure. Abstinence was defined as no substance intake. Relapse was defined as reemergence of substance dependence as per the ICD-9/-10.\[[@ref19][@ref20]\] The duration of follow-up was calculated as number of months from first visit to the last visit to the hospital.

Statistical analysis {#sec2-3}
--------------------

Descriptive statistics was used for the demographic and clinical variables. Nonparametric tests were applied to see relationship between nominal and ordinal data. Parametric tests were applied for the continuous variables. Simple binary logistic regression analysis with enter method was used to study the relationship among independent variables which were more frequently present in subjects who followed-up and who remained abstinent (improved) at follow-up. Analysis was done by Statistical Package for Social Sciences (SPSS) version 14 for Windows (Chicago, Illinois, USA).

RESULTS {#sec1-2}
=======

Demographic profile {#sec2-4}
-------------------

The mean age of the sample was 36.33 years (standard deviation (SD): 11.87 years; range: 12-63 years), with age of onset of substance intake of 27.30 years (SD: 10.02 years), and age of onset of substance dependence of 29.21 years (SD: 9.87 years). The mean duration of substance dependence was 7.10 years (SD: 7.24 years; median: 5 years). The mean years of education were 7.75 (SD: 5.73 years; range: 0-17 years). Majority were married (65%), non-earning (72%; includes 56% housewives), Hindu by religion (63%; 32% were Sikh and 5% others), from urban locality (61%), and nuclear family (59%). Majority was having fair/good social support (69%) and family history of substance dependence was present in nearly half of the subjects (43%).

Clinical profile {#sec2-5}
----------------

The common substances were: Tobacco (60%), opioids (27%), alcohol (15%), and sedatives (13%). Tobacco was used by smoking, chewing, or both (28, 27, and 5%, respectively). The common opioids used were: Injectable buprenorphine or pentazocine (14%), dextropropoxyphene (8%), heroine (4%), and opium or poppy husk (2%). The reasons for initiating substance use were: To alleviate frustration or stress (49%), curiosity (37%), and peer pressure (14%).

Comorbid psychiatric disorder (other than substance dependence), present in 25% cases, included: Depressive disorder (moderate depression or dysthymia; 12%), adjustment disorder (5%), somatoform disorder (3%), anxiety disorder and schizophrenia (2% each), and obsessive compulsive disorder and bipolar affective disorder (1% each).

Physical comorbid disorder was present in 22% cases. The common disorders were: Migraine headache (4%), alcoholic liver disease and menorrhagia (3% each), hypertension and renal stone (2% each), and seizure disorder, human immunodeficiency virus (HIV), cholecystitis, chronic obstructive pulmonary disorder, chronic suppurative otitis media, hydronephrosis, hypothyroidism, psoriasis, prolapse intervertebral disc, subarchnoid hemorrhage, and fibroid uterus (1% each).

Drug-related impairments {#sec2-6}
------------------------

The most affected domains were of health (74%), family (57%), and social life (56%). The least impairment was reported in the legal domain (1%). Other less affected domains were of financial (43%), occupational (42%), and marital life (33%). Mean total score was 3.70 (range 0-18).

Treatment and outcome details {#sec2-7}
-----------------------------

More than one-third subjects were detoxified with clonidine for opioids (24 cases) or oral lorazepam/chlordiazepoxide for alcohol (13 cases). Pharmacoprophylaxis was given to only five subjects: Naltrexone (three cases), and baclofen (two cases). Other additional psychotropics were given to 14 cases (escitalopram-five cases; imipramine - three cases; and fluoxetine, duloxetine, mirtazapine, venlafaxine, olanzapine, and risperidone-1 case each).

As 69 cases never followed-up, follow-up data were available only for 31 cases. The duration of follow-up ranged 0.5-72 months with a mean of 5.01 months (median 2 months). The number of follow-ups ranged 1-30 with a mean of 3.96 (median 3) follow-ups. Of those who did follow-up, 58.06% were recorded as 'improved'.

Subjects who followed-up were more commonly non-Hindus (43.2 vs 23.8% Hindus, χ^2^ = 4.11, *P* = 0.042), dependent on opioids (χ^2^ = 7.51, *P* = 0.006), with higher years of education (10.29 vs 6.60 years, *t* = −3.09, *P* = 0.003), and higher impairment score (4.80 vs 3.20, *t* = −2.57, *P* = 0.011). The lowest follow-ups were in cases with tobacco dependence (13.33%, χ^2^ = 21.88, *P* \< 0.001).

Subjects with improved/abstinent status at last follow-up were again more commonly non-Hindus (32.4 vs 9.5% Hindus, χ^2^ = 8.28, *P* = 0.004) and with higher years of education (10.44 vs 7.15 years, *t* = −2.24, *P* = 0.027).

Predictors of follow-up and abstinence {#sec2-8}
--------------------------------------

As shown in [Table 1](#T1){ref-type="table"}, significant predictors for follow-up were being non Hindu, opioid dependence, educational years, and impairment score; the odds ratio was highest for opioid dependence. Similarly significant predictors for abstinence at last follow-up were being non Hindu, and educational years; the odds ratio was highest for educational years.
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DISCUSSION {#sec1-3}
==========

Indian society is in transition and there are problems with changing roles and lifestyles. Even then, compared to the West the problem of substance abuse among women is very low. However, it is being increasingly recognized among the related professionals and the media that the prevalence of substance abuse among women is showing a definite increase. As yet, this does not get reflected in official statistics for a variety of reasons: Lack of funding and independent financial resources, societal stigma, and burden of childcare, problems in transportation, and the largely subordinate position of the women.\[[@ref22]\]

The present research was a retrospective chart review with the aim of studying the profile of women seeking treatment at a deaddiction center at a tertiary care hospital. Thus, it attempts to provide descriptive information about substances abuse among women in northern India. This profile of treatment seekers may help us to address more effectively a partly hidden problem.

Compared to an earlier study from our center,\[[@ref16]\] our sample was larger (100 vs 35 subjects), with higher drug abuse in family members (43 vs 20%) and shorter duration of follow-up (5 vs 8 months). The commonest substance of abuse recorded was tobacco in our study compared to opioids in the earlier work. Similar to that study\[[@ref16]\] more than half of our study subjects abstaining from the substances at last follow-up signify the importance of appropriate treatment and compliance in this subgroup. Another study,\[[@ref23]\] also reported better outcome in women than men, despite differences in populations targeted, type of treatment, problem drug, and treatment setting.

We found more follow-ups for non-Hindu subjects, opioid dependence, higher education, and greater impairment and least follow-ups for nicotine dependence. Similar to an earlier study\[[@ref24]\] our subjects with higher years of education were significantly more abstinent at the last follow-up. In our study, significant predictors of follow-up were non-Hindu subject, opioid dependence, educational years, and impairment score, and predictors for remaining abstinent at last follow-up were non-Hindu subject and educational years.

Majority of the 100 women in the present study being single, well-educated and in their 4^th^ decade is similar to the finding of the Rapid Assessment Survey.\[[@ref13]\] Nearly half of our sample having initiated substance use to alleviate frustration or stress is in line with earlier report of humiliation, shame, anger, and marital conflict as major reasons to initiate drugs.\[[@ref22]\]

The substances of abuse being mainly tobacco and opioids, and less commonly sedative-hypnotics and alcohol, is similar to earlier studies from other parts of India reporting no abuse of cannabis or inhalants among women.\[[@ref10][@ref12]\] Nearly half of our sample having a family history of substance dependence is supportive of earlier research establishing that family members', especially husband\'s and father\'s, substance abuse plays a contributory role in initiation of substance use in women.\[[@ref25]\]

It is well-recognized that women have proportionately more fatty tissue, less body water, and lesser activity of gastric alcohol dehydrogenase enzyme than men, leading to higher drug concentration and related complications.\[[@ref22]\] In keeping with this, the physical and psychiatric comorbidity was quite prevalent in our sample as has also been reported by other studies from India\[[@ref11][@ref16]\] and the West.\[[@ref4][@ref26][@ref27]\] Also, our sample reporting health as the most affected area, alongside a longer duration of substance dependence and more impairment in family rather than financial or occupational domains is similar to the findings of another report from India.\[[@ref11]\]

We found affective disorders as the most common psychiatric comorbidity. This finding is consistent with the literature from the West\[[@ref2][@ref28][@ref29]\] and India\[[@ref16]\] reporting a higher psychiatric comorbidity in women substance abusers. A more recent study reported older women to have relatively less severe substance abuse and better social networking and treatment outcome compared to younger women.\[[@ref30]\]

The results of our study must be seen within its limitations. The sample size was small. The retrospective chart review entailed inferring relevant data from the recorded narratives. Some of the instruments, assessments, and definitions used (e.g., social support, impairment, and outcome) were center-specific and have not been evaluated for their reliability. The sample comprised of women seeking deaddiction treatment at one center. Hence, generalization of our findings to other deaddiction centers, and across the community and the country demands caution.

However, within these limitations the study leads to the following conclusions. A typical woman seeking treatment for substance abuse was a middle-aged, married, school drop-out, and house-wife from an urban nuclear family with substance abuse impacting their lives, especially their physical health. Thus there is a need for measures to improve access to deaddiction services to women substance users in the community. This may well be a small part of the wider concerted social action in the context of empowerment, support, and attention to the special needs of women.
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